INTRODUCTION {#sec1-1}
============

Alopecia areata (AA) is a chronic autoimmune disease that involves hair follicles and sometimes the nails. It involves any hair bearing area of the body, but scalp is involved in most of the cases. It is the most common form of non-scarring alopecia. It is thought to be an organ specific autoimmune disorder with a genetic predisposition.\[[@ref1]\] AA is also associated with other auto-immune disorders such as vitiligo, thyroid abnormalities and diabetes and are commonly reported together.\[[@ref2]\] Alopecia of the scalp shows a great variety of shape and extent varying from a single round patch to that involving large surface area termed as alopecia totalis. Few authors have reported different patterns of AA over scalp including linear pattern and rectangular pattern.\[[@ref3][@ref4]\] However, annular pattern of AA has never been reported in English literature. We hereby, report two cases of AA presenting in an unusual annular pattern.

CASE REPORTS {#sec1-2}
============

Case 1 {#sec2-1}
------

This was a case report of a 25-year-old male patient who presented with the chief complaints of asymptomatic loss of hair at multiple sites over the scalp for 2 month. Hair loss was annular in pattern as it was more obvious at the periphery compared with the center of the patch. There was no history of similar illness in family members and also no history of drug intake and trauma. On examination, there were multiple well-defined annular patches of non-scarring alopecia of size ranging from 2 cm × 3 cm to 4 cm × 4 cm present mainly at parietal and occipital region of scalp \[[Figure 1a](#F1){ref-type="fig"}\]. The area was smooth with no associated skin changes. Systemic examination was within the normal limits. Potassium hydroxide (KOH) examination of hair showed no fungal elements. Fungal culture with Sabouraud\'s media at 4 weeks revealed no growth. Histopathological examination from the hairless region in scalp showed a few vellus follicles in mid dermis with a sparse perifollicular lymphocytic infiltrate \[[Figure 1b](#F2){ref-type="fig"}\]. The dermis and subcutis also showed several follicular stellae representing former follicular papillae. The total number of follicles was substantially reduced with no terminal follicles. On the basis of clinical examination and histopathology, the diagnosis of annular AA was made. Patient was given intralesional injections of trimacinolone acetonide (5 mg/ml) every 4 weeks and showed remarkable improvement in the lesions after 3 months (3 intralesional injections) of follow-up \[[Figure 1c](#F3){ref-type="fig"}\].

![Pre-treatment image of case I showing multiple areas of non-scarring alopecia in an annular pattern](IJT-5-91-g001){#F1}

![Perifollicular lymphocytic infiltrates with few vellus follicles (H and E, ×40)](IJT-5-91-g002){#F2}

![Post-treatment image of case I showing marked improvement after 3 months](IJT-5-91-g003){#F3}

Case 2 {#sec2-2}
------

A 27-year-old male patient presented with the chief complaints of asymptomatic loss of hair from the scalp for the past 3 months. The hair loss started as a small patch and gradually increased in size assuming an annular pattern. There was no history of similar illness in family, no history of drug intake and no history suggestive of systemic illness. On examination, a well-defined area of non-scarring alopecia in an annular pattern was present at the occipital region of the scalp \[[Figure 2](#F4){ref-type="fig"}\]. KOH examination did not reveal any fungal hyphae. Histopathological examination of a tissue taken from the affected area confirmed the diagnosis of AA. The patient improved markedly in 5 months with the intralesional triamcolone acetonide injections (5 mg/ml) every 4 weeks.

![Clinical image of case II showing well-defined area of non-scarring alopecia in an annular pattern over the occipital region](IJT-5-91-g004){#F4}

DISCUSSION {#sec1-3}
==========

AA is a chronic organ specific disease which affects the hair follicle and occasionally nails. The prevalence of AA has been reported to be 0.2% of the population at a time and 1.7% of the population experience an episode of AA in their life time.\[[@ref1]\] The exact etiopathogenesis is unknown and is thought to be mediated by autoreactive T-cells against hair follicle.\[[@ref1]\] The histopathological features vary depending upon the stage of the disease. The earliest and the most important feature in the acute stage is peribulbar lymphocytic infiltrate, which may extend into the epithelium and hair matrix. In the later stages, inflammation may be diminished or absent.\[[@ref5]\]

AA has been reported to be associated with various autoimmune diseases such as myxedema and pernicious anemia, atopy, psychological stress and certain malignancies.\[[@ref4]\] The onset of AA may be at any age, with a peak in first 3 decades of life and is seen equally in males and females.\[[@ref1]\] The characteristic initial lesion is a circumscribed, bald smooth patch with short easily extractable broken hair known as exclamation mark hair at the periphery of the patch. It can also progress to alopecia totalis involving whole scalp and alopecia universalis involving hair over other body parts. Nail shows fine stippled pitting of the nail plate, but some cases also show trachyonychia or onychomadesis.\[[@ref1]\] As there are no randomized trials, so treatment recommendations are based mainly on case series and clinical experience.\[[@ref1]\] Counseling of patient on the nature of disease is essential. Topical corticosteroids are widely used to treat AA sometimes under occlusion.\[[@ref6]\] Other treatment options include intralesional hydrocortisone acetate (25 mg/ml) and triamcinolone acetonide (5-10 mg/ml) and oral corticosteroid therapy. Contact immunotherapy with dinitrochlorobenzene, squaric acid di butylester and diphenylcyclopropenone has been recommended for larger areas with variable results.\[[@ref7][@ref8]\] Photochemotherapy, topical minoxidil application and use of dithranol have also been tried for treatment of AA.\[[@ref1]\]

Certain unique patterns of hair loss in AA have been described in the literature recently including linear alopecia, which was described to be a variant of biopsy proven lupus profundus and rectangular pattern AA which was found to be associated with malignancies including diffuse large B cell lymphoma, alveolar soft part sarcoma and cavernous sinus arteriovenous fistula with embolization.\[[@ref3][@ref4]\] The above presented cases represent a unique annular pattern not described before. We want to conclude that AA may present in any morphological pattern although the nature of the treatment and the response remains the same.
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